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Newborn babies commonly develop mucocutaneous candidiasis, which is usually
acquired during the process of birth. Congenital cutaneous candidiasis presenting
at birth is very uncommon and is due to intrauterine infection by the organism.
CASE HISTORY
A male infant was born by normal delivery at 39 weeks'gestation to a 29-year-old
patient whose pregnancy had been complicated by a persistently heavy monilial
vaginal discharge. Maternal history suggested that the membranes had ruptured
two weeks prior to delivery, but there was no evidence of systemic maternal
infection.
In the first hour of life the infant became tachypnoeic and was admitted to the
special care nursery for investigation. On examination his weight of 3640g was
appropriate for a gestational age of 39 weeks. He was tachypnoeic with an over-
inflated chest. There was a widespread erythematous rash over the neck, trunk
and limbs. White cell count was 20.3 x 109/1, 85% neutrophils; platelets
238,000/mm3. Serum IgM was elevated at 0.44 g/l suggesting intrauterine
infection (normal range <.02 g/l). Chest X-ray showed increased perihilar
markings with mild patchy opacity in the right lung field. The clinical diagnosis
was transient tachypnoea ofthe newborn but, as congenital pneumonia could not
be excluded, he was commenced on intravenous benzylpenicillin and
gentamicin. Over the next 24 hours his respiratory difficulty diminished. The rash
became more macular, and changed over the next two days into papulovesicular
lesions distributed over the trunk, face, palms of the hands and soles of the feet.
There were no buccal lesions. At this stage, cultures of superficial skin swabs
from ear, nares, umbilicus and erythematous skin and of gastric aspirate taken at
birth grew Candida albicans, as did a bag specimen of urine. No bacteria were
isolated. Blood cultures remained sterile.
On the second day he was commenced on oral nystatin suspension and nystatin
ointment to the skin, and intravenous antibiotics were stopped. After the third
day the infant remained active and was able to bottle-feed without supplemental
oxygen. The rash was rather more slow to settle, beginning to desquamate on the
fifth day and finally clearing with residual desquamation of the palmar skin
around 14-21 days.
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Fig 1. Congenital cutaneous candidiasis-
diffuse distribution of rash. Age three days.
Fig 2. Left knee showing vesicular phase of
the rash. Age three days.
DISCUSSION
Up to 25% of pregnant women harbour Candida albicans in their vaginal flora
and not surprisingly mucocutaneous candidiasis is common in their babies. By
contrast, congenital cutaneous candidiasis is very uncommon with only about
70 cases reported in the literature over the past 40 years. There are some
important differences between these two varieties of neonatal candidiasis. Babies
born to mothers with vaginal thrush acquire infection during descent through the
birth canal but commonly do not show signs of infection until the end of the first
week of life. This generally takes the form of oral or napkin candidiasis and
usually requires only local therapy. In very occasional circumstances it may act as
the focus for a more serious disseminated infection in sick premature infants.'
Congenital cutaneous candidiasis is always present either at or within 12 hours of
birth, and results from previous chorioamnionitis. In many cases, ascending
infection follows prolonged rupture of membranes, though the organism may
also cross intact membranes. As opposed to 'late-onset' candidiasis, where the
organism takes some time to gain a hold, and then only on moist sites, the
congenital variety flourishes rapidly in the warm wet intrauterine environment,
and affects all parts of the skin.2 There is often accompanying evidence of white
plaques on the cord or membranes if they are examined closely.3
The rash appears in a characteristic manner.2,3,4,5 At first it presents as an
erythematous angry-looking macular rash over trunk and limbs. This progresses
to form papules which vesiculate within days, being found all over the body
including palms and soles. With adequate treatment the rash resolves by
desquamation in about one week.
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Treatment involves oral and topical nystatin until the rash has cleared. Systemic
antifungal therapy is warranted only in sick premature babies who have positive
evidence of disseminated sepsis.
Despite its rather serious appearance, this condition is benign in full-term babies,
with infection limited to the skin. Earlier reports of urinary involvement probably
represent contamination of bag samples from the skin. Premature infants of less
than 1500g with respiratory distress for not fare so well, and virtually all die
rapidly from candidal pneumonia and overwhelming generalised fungaemia.4
There is a risk of sick premature infants becoming colonised by candida from
the hands of attendants working with infants who have congenital cutaneous
candidiasis. They may then develop systemic candidiasis.
This infant presented with all the features of congenital cutaneous candidiasis as
found in full-term babies, and his illness pursued a benign course as would be
expected. His infection remained limited to the skin, the respiratory distress
probably being due to transient tachypnoea of the newborn. Candida isolated
from urine was undoubtedly a contaminant from heavily infected skin. He
remained well at follow-up and has now been discharged from review.
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